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INITIAL LIMITED LICENSE APPLICATION

IMPORTANT: Read the accompanying instructions before completing this form, and print legibly
or type your answers. Please attach a $100.00 check payable to the Commonweslth of
Massachusetts,

CHECK ONE: Graduate of a Medical Schoo} in the United States, Canada, or Puerto Rico (U SMG)

1 Graduate of an International Medical School (IMG)
" NOTE: GRADUATES OF INTERNATIONAL MEDICAL SCHOOLS MUST COMPLETE ADDITIONAL FORMS

SECTION A: Sworn Statement To Be Completed by Applicant

1-A. Name: (LasyMontoya (First)Ryan Y
1-B. Other Name(s):
YES RNO
1) Have you ever been known under a different name or combination of names? [  X]
2) Have you ever been licensed under a different name? 0 K
3) Have you ever applied for licensure, or applied fo sit for an examination,or ~[] K]

taken an examination under a different name?
If you answer yes, you must provide additional information. (See instructions.)

2. CumentAddress:’ Telephone Number
City: _ State: - Zip: !
3.  Dateof Birth: : , face of Birth: .
Mouth Day Year
E-mail Addres ~
4. l B Male {((JFemale 5. Social Security Number:

6.  ‘Nameof Massachusetts Training Program: University of Massachusetts, Family Medicme

- 65 Lake Avenue North Worcester
 Street Address e ~ (City)




Date Receive:d: gd 138 {]
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PRINT NAMYE, Ayan J. Montoya _ 13

7.

10.

il.

12-A.

12-B.

13,

. Name of Postgraduate Training Program

Name of premedical school(s); Harvard College
Location:Cambridge, MA, USA

{City, State, Country)
Name of medical school(s): University of Massachusetts Medical Scheol

Location:Worcester, MA, USA

{City, State, Country}

Date of Graduation: 06 /05 /2011 Degree: [¥] M. D.[[] D. O. Other (specify)
(Month) (Day) (Year)
{See Limited Instructions, (page 3), for completing Medical Education forms for fourth year medical school students.)

Have you had previous postgraduate training in the United States? [#] No [J Yes
Name of Postgraduate Training Program
City: State:
Training Dates: From:__ /[ To: /[ Specialty:

City: State:
Training Dates: From: /[ To: /| Specialty:
{If additional space is needed, please continue your answer on a separate sheet of paper.)

List states (abbreviations) where you ever had a license to practice medicine {include
residency training licenses).

_  Oewy @y [J@any [ imited) [ ] (Limited)

Please indicate all the licensing examinations that you have have completed with a passing score:

USMLE [v]Step1 Step2 (CK) [V]step2(CS) [ Step3

NBME [Pact? [ ] PanIl [ jPartIll [ JCOMLEX [JLevell [Level2 [ JLMCC
YES NO

If you are a USMG, have you taken more than 4 years ‘to complete medical school?

If you are an IMQG, have you taken more than 6 years to complete medical schowl?
If yes, you must provide additional information. (Se¢ instructions).

Has more than one year passed between the date of your graduation from medical
school and the anticipated start date of your limited licensure in Massachusetts?

If yes, you must provide additional information with your curriculum vitae and include
the months and dates of any gaps in your professional activities since graduation from
medical school, (See instructions.)
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SECTION C: Read the instructions. Check either YES or NO to each question. Do not answer N/A.
If you answer YES to any of these questions, you must provide defails on the Limited License
Supplement. You must auswer all questions or your application will be returned to you.

YES NO

14. Have you ever been enrolled in a postgraduate training program where you were
required to repeat a year of training?

If you answered “yes” to question 14, you must provide an explanation and
a Jetter from the program director is required.

15.  Since your entollment in college, have you been subject to any disciplinary
action (see definition) at any academic institution?

16-A. Have you ever been terminated or granted a leave of absence, regardless of
the reason, by a medical schoel or any postgraduate training program?

16-B. Have you ever voluntarily left, transferred or withdrawn from a medical school or
any postgraduate training program?

16-C. Have you ever, for any reason, been placed on prébaﬁon in medical school or
any postgraduate training program?

If you answered “yes” te 16-A, B or C, you must provide an explanation and
request a letter of explanation from your medical school or postgraduate
training program.

17.  Since your enrollment in college, have you been denied the privilege of
taking or finishing an examination or have you been accused of cheating and/or
improper cossiiact during an examination?

18.  Have you ever, for any reason, been denied a medical license, whether full,
limited or temporary, or have you withdrawn an application for medical licensure?

19.  Have you ever voluntarily surrendered a license to practice medicine or any
healing art?



PRINT NAME:Ryan J. Montoya

20.

21,

22.

23,
24,

25.

26.

27.

28.

29,

i
i

Are any formal disciplinary charges pending against you, or do you have knowledge
of any pending investigation into your professional competence or conduct by any
governmental authority, health care facility, group practice or professional medical
society or association (international, national, state or local)? (See definition).

Has any disciplinary action ever been taken against you for violation of
laws, rules, by-laws or standards of practice by any governmental anthority,
health care facility, group practice, or professional medical society or
association (international, pational, state or local)? (See definition).

Have you ever been denied medical staff membership, or advancement in medical
staff status, or has such denial been recommended by a standing medical staff
committee or governing body?

Have you ever, for any reason, withdrawn an application for hospital privileges or
appointment?

Have you ever voluntarily relinquished any medical staff membership, medical
staff privileges or medical staff status?

Has your medical staff membership, medical privileges or medical staff status at any
hospital been limited, suspended, revoked, not renewed or subject to probationary
conditions or has processing toward any of those ends been instituted or
recommended by a medical staff committee or governing board?

Have you ever been charged with any criminal offense, other than a minor
traffic offense?

Has your privilege to possess, dispense or prescribe controlled substances ever been

- suspended, revoked, denied, restricted or surrendered, or have you ever been called

before or warned by any state or other jurisdiction including a federal agency
regarding such privileges? ‘

In the past ten (10) years, has any medical malpractice claim been made against you,
whether or not a lawsuit was filed in relation to the claim?

In the past ten (10) years, has any lawsuit, other than a medical malpractice suit, which

is related to your competency to practice medicine, or your professional conduct in
the practice of medicine, been filed against you or has such a suit been settled,
adjudicated or otherwise resolved?
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PRINT NAME:Ryan J. Montoya Page 6 of6
CON ENTIAL DICAL TON

Before completing the following guestions, refer to the instructions for definitions and additional information. If
answering “yes” to any of the questions, you must provide details on the Limited License Supplement. For purposes of
the following guestions, “currently” does not mean on the day of, or even the weeks or months preceding the completion
of this application. It means recently enough fo have an tmpact og one’s functioning as a licensee, or within the past two

years.
YES NO

30.  Since becoming a medical student, have you been diagnosed with or treated for a
medical condition which in any way currently limits or impairs your ability to
practice medicine or function as a physician?

31. Do you cutrently have a medical condition which in any way limits or impairs
your ability to practice medicine or to fanction as a physician?

32.  Within the past two years, have you engaged in the use of chemical substances with
the result that your ability to practice medicine is currently limited or impaired?

33.  Have you ever refused to submit to a test to determine whether you had consumed
and/or were under the influence of chemical substances?

34.  Are you currently exigaged in the illegal use of drugs or misuse of prescription drugs?

35.  Within the past five years, have you volusttarily modified or otherwise limited your
scope of practice of medicine for any reason other than a medical condition?

If your responses to Questions 15-35 change while your application is pending, you must notify the Board of the
new information immediately, Please note that your license expires at the end of the academic year and must be
renewed. A linited licensee may practice medicine only at the institution or its affilintes. With a limited Heense
you are not atiowed fo “moonlight” under any circumstances,

CERTIFICATIONS:

»  Pursuant to MGL. c. 62C, § 494, T certify under the penaltics of perjury that, 1o the best of my knowledge and belief, 1 have filed any
Massachusetts state tax returns and paid sy Massachusetis state taxes that are required under law and that I have compled with all laws
of the Commonwealth related to withholding and remitting child support. (Note: This applies even if you reside out of the state or out of
the coumtry.)

Pursnant to GL. ¢. 112, § 14, T will fulfill my obligation to report abuse or neglect of children as required by G.L. ¢. 119, §51A.
I will read the Board’s regulations, 243 C.M.E. .00 through 3.00. To the best of my knowledge, I meet the qualifications for limited
licensure in Massachusetts,

*  Under the penalties of perjury, I declare that [ have examined this Himited license application and il its accompanying ipstructions, forms
and statements, and to the best of my knowledge, and belief, the information contained herein is true, correct and complete. As an
applicant for a limited license to practice medicine, ¥ wmderstand that # ceiminal record check may be conducted for conviction and
pending criminal case information from the Criminal History Systems Board only and that it will not necessarily disqualify me from
licensure.

Applicant’s Signature: 4 // %' . Date:_ =2 | 2( [ /I

Revised: 8.12.08
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SECTION B: TO BE COMPLETED AND SIGNED BY THE DESIGNATED OFFICIAL OF THE' -
TEACHING PROGRAM AT WHICH THE APPLICANT HAS RECEIVED AN APPOINTMENT

This certifies that Ryan J. Monioya has been appointed
(Name of Applicant)

to the position of m Intern [ ] Resident [} Fellow

in the specialty of __ /ey mMeEDc/VE Xohlna ¥ asaPGY __|
Department& mdﬁ M 1(}:! i < Xéj}bb] Xis Subspeciality:
_UNROS, eaona) Medico) Conde

at

(Name of Healthcare Facility)

beginning r\ / | /&DH to anticipated completion of training: r’ / l /amy

(Month) (Day) (Year) (Month)  (Day)  (Year)
YES NO
1. Is the program accredited by the ACGME? Kl O
2. 1fno, is there an ACGME-approved training program in the applicant’s specialty ? [ ][]
3. Have you reviewed Sections A and C of the limited license application? m ]

Designated Official’s Signature: 7%_, / _@M

Type or Print Name: %{_\\%ﬂ { {Q_Af}

Official Title: Deloany i A .

Dae:_¢| 1 20 7 Joll Telephone Number: “IR-¥8,-%40R3

e
e

i e bpeerass oY

SECTION C: PAGES 4-6 MUST BE COMPLETED BY APPLICANT



Limited License

.«.L

COMMONWEALTH OF MASSACHUSETTS--BOARD OF REGISTRATION IN MEDICiNE
200 Harvard Mill Square, Suite 300, Wakefield, Massachuseits 01880 m

I
i

e . : :?‘\'
A_gmom_z_gnou FOR RELEASE OF INFORMATION, DOCUMENTS AND RECORDS -

|, Ryan Joseph Montoya
(type/piint your complate name)

request and authorize every person, institution, professional licensing board of any state in which | hold or may have
held a license to practice my profession, hospital, clinic, govemment agency, {local, state, federal or foreign), law
enforcement agency, or other third parties and organizations, and their representatives to release information,
records, transcripts, and other documents, conceming my professional qualifications and competency, ethics,
character, and other information pertaining to me to the Massachuselts Board of Registration in Medicine.

| further request and authorize that the requested information, documents and records be sent directly to:

Board of Registration in Medicine - 200 Harvard Mill Square, Suite 330
Wakefield, MA 01880 Telephone: (781) 876-8210 Fax: (781) 876-8383
www massmedboard.org  Aftention: Licensing

immunity and Refease

| hereby extend absolute immunity to, and release, discharge, and hold harmless from any and all liability: 1) the
Board of Registration in Medicine, its agents, representalives, directors and officers; 2) other agencies, institutions,
hospitals and clinics providing information, their representatives, directors and officers; and 3) any third parties and
organizations for any acts, communications, reports, records, transcripts, statements, documents, recommendations
or disclosures involving me, made in good faith and without malice, requested or received by the Board of
Registration in Medicine.

By my signature below, ! acknowledge that information, documents and records required to be furnished by another
orgamzat:on sducational institution, hospital, individual or any person or groups of persons hag been sent fo me
from the prim in led envi and that none of the seals have been hroken.

A photocopy or facsimile of this authorization shall be as valid as the original and shali be valid up to one year from

the date signed.
= T B 3/ [1r

Applicant's S‘{gnab;ré ‘ Date of Signature

Montoya, Ryan, J.
Applicant’s Printed Last Name, First Name, Middle Initial, Suffix {(e.g., Jr.)

Applicant's Date of Birth (month/day/year)



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application

Physician Name: Ryan.J Montoya, M.D License No.: 248448

1.

2,

Training Program
Current Training Program

Facility: UMass Memorial Medical Center
Program: Family Medicine

Address & Confact Information

Mailing Address: UMass Mernorial Medical Center
55 Lake Avenue Notth
Worcester
Massachusetts - 01655
United States of America

Home Address:

. Email Address:

. Massachusefts Limited License

Your current Massachusetts Limited License Number is: 2484486

. Other states where you are now licensed to practice medicine

None Reported

SECTION B: To be completed by the Program Director,

Is\the above named physician in good standing in the training program?

Has the physician been subject to-past or pending disciplinary action in this Program?

Name: James Ledwith MD : Date: 2652012
Designation: Program Director - Family Practic Telephone: {978} 878-8374

To be completed and signed by the designated official of the health care Tacility where the applicant has
received an appointment.

This cerfifies that Ryan J Montoya has been appointed as Resident .

Department of Family Medicine

is the program accredited by the ACGME:

Designated Official’s Name: Marilyn . Leeds Date: 2712012
Designated Official’s Title: Administrative Director Graduate Telephone: {508} 856-3250

8-A. Have you been terminated, granted a leave of absence, withdrawn or had to repeat a year ina

posigraduate training program?
Have you, for any reason, been placed on probation in any postgraduate fraining program?

Have you been denied the privilege of faking or finishing an examination ar have you been accused
of cheating andfor improper conduct during an examination?

Yes

Page 1 of 4 Date: 2/7/2012 Tirme: 12:10 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application

Physician Name: Ryan . Montoya, M.D. License No.: 248446

10.

11.

12.

13.
14.
15.

16.
17.

18.

18.

20.

21,

22,

23.

24.

Have you, for any reason, been denied a medical license, whether full, firmited or temporary or have
you withdrawn an application for medical licensure?

Have you voluntarily surrendered a license to practice medicine or any healing art?

Are any formal disciplinary charges pending against you, or do you have knowledge of any pending
investigation into your professional competence or conduct by any governmental authority, heaith
care facility, group practice or professional medical scciety or assoctation (intermational, nationa,
state or local)? (See definition).

Has any disciplinary action been taken against you for violation of laws, rules, by-laws or standards o'
practice by any governmental authority, health care facility, group practice, or professional medical
society or association (international, national, state ar locail)? (see definition).

Have you been denied medical staff membership, or advancement in medical staff status, or has
such denial been recommended by a standing medical staff committee or governing body?

Have you, for any reason, withdrawn an appﬁcation for hospital privileges or appointment?

Have you voluntarily relinquished medical staff membership?

Has your medical staff membership, medical privileges of medical staff status at any hospital been

limited, suspended, revoked, not renewed or subject to probationary conditions or has processing

E)Owaéd any of those ends been instituted or recommended by a medical staff committee or governing
ard? .

Have you been charged with any crimina! offense, other than a minar traffic offense?

Has your privilege fo possess, dispense or prescribe controlled substances been suspended,

revoked, denied, restricted or surrendered, or have you been called before or warned by any state or

ather jurisdiction including a federal agency regarding such privileges?

Has any medical maipractice claim been made against you, whether or not a lawsuit was filed in
relation to the claim or has such a suit been settled, adjudicated or otheswise resolved?

Has any lawsuit, other than a medical malpractice suit, which is refated io your competency fo
practice medicine, or your professional conduct in the practice of medicine, been filed against you or
has such a suit been settied, adiudicated or otherwise resolved?

Have you been diagnosed with or treated for a medical condition which in any way currently limits or
impairs your ability fo practice medicine or to function as a physician®?

Do you currently have a medical conditionwhich in any way limits or impairs your ability to practice
medicine or to function as a physician?

Have.you engaged in the use of chemical substances with the result that your ability to practice
medicine is currently limited or impaired?

Have you refused to submit {o a test to determine whether you had consumed and/or were under the
influence of chemical substances?

Are you currently engaged in the illegal use of drugs or misuse of prescription drugs?

Page 2 of 4 Date; 2/7/12012 Time: 12:10 PM



Commonwealth of Massachusetits
Board of Registration in Medicine
Physician Limited Renewal Application
Physician Name: Ryan J Monfoya, M.D. License No.: 248446

25. Have you voluntarily modified or otherwise limited your scope of practice of medicine for any reason
other than a medical condition?

Paged of4 Date; 2/7/2012 Time: §2:10 PW



Compliance with Legal Responsibilities

1. | certify that | have complied with my obligations to report abuse of disabled persons pursuantto G.L ¢
18C, sec. 10, and | understand the punishment for failure to comply.

2. | certify that | have complied with my obligations to report abuse, neglect or financial exploitation of elderly
persons pursuant o G.1 ¢. 19A, sec. 15, and | understand the punishment for failure to comply.

3. | certify that | have complied with my‘obligations to report the treatment of wounds, burns and other injuries
pursuant to G.L. ¢. 112, sec. 12A.

4. | certify that | have complied with my obligations to report the treatment of victims of rape or sexual assault
pursuant to G.L. c. 112, sec. 12A 2.

5. | certify that | have complied with my obligations to report a physician to the Board of Medicine, pursuant fo
G.L. c. 112, sec. 5F, when | have a reasonable basis to believe that person viclated any provisions of G.L c.
112, sec. 5 of any Board regulation.

6. |certify that | have complied with my cbligations to report abuse or neglect of children pursuant to G.L. c.
119, sec. 51A, and | understand the punishmenit for failure to comply.

7. | certify that [ have complied with my obligations related to the withholding and remitting of child support
purstant o G.L. c. 118A.

8. | certify that | have complied with my obligations to file Massachuselts tax returns and to pay Massachusetts
taxes, and | understand that, pursuant to G.L. ©. 62C, sec. 49A, my license shail not be issued or renewed
unless | make these certifications under penalties of perjury.

8. | will read the Board's regulations, 243 CMR 1.00 through 3.00.
10.To the best of my knowledge, | meet the qualifications for limited licensure in Massachusetts.

11.Under the penalties of perjury, | declare that | have examined this limited renewal application and all ifs

" accompanying instructions, forms and statements, and fo the best of my knowledge and belief, the
infermation contained herein is true, correct and complete. As an applicant for renewal of a limited license to
practice medicine, | understand that a criminal record check may be conducted for conviction and pending
criminal case information from the Criminal History Systems Board only and that it will not necessarily
disquaiify me from licensure. ‘

! have reviewed the above statements and certify that | understand my requirement to comply with
the responsibilities and cbligations of each and agree to do so.

[X] Under penalties of perjury, | declare that | have examined this renewal application and all of its

accompanying instructions, forms and statements, and fo the best of my knowledge and belief, |
certify that the information contained herein is true, accurate, and complete, ‘

Page4 of 4



Commonwealth of Massachusetts.
Board of Registration in Medicine
Physician Limited Renewai Application

Physiclan Name: RyanJ Montoya, M.D. License No.: 248448

1. Training Program
Current Training Program

Facility: UMass Memorial Medicat Center
Program: Family Medicine

2. Address & Contact Information
Mailing Address: ‘ UMass Memoriadl Medical Center
: 55 |Lake Avenue Norih
Worcester

Massachuseils - 1655
United States of America

Home Address:

United States of America

3. Email Address:

4. Massachusetts Limited Llcense
Your cutrent Massachusetts Limited License Number is: 248445

5. Other states where you are now licensed to practice medicine
None Reported

SECTION B: To be completed by the Prograrn Director,
Is the above named physician in good standing inthe tfaéning program? Yes
Has the physician been subject to past or pehding disciplinary action in this Program??

Name: "~ James Ledwith MD Date: 212212013
Designation:  Program Director - Family Practic Telephone: (978) B78-8374

To be completed and signed by the designated official of the health care facility where the applicant has
received an appointment.

This certifies that Ryan J Montoya has been appointed as Resident

Department of Family Medicine .

Is the program .accredited by the ACGME: 7 ' Yes
Designated Official’s Name: Marilyn P. Leeds Date: 202272013 -
Designated Official's Title: Administrative Director Graduate Telephone: (508) 856-3250

6-A. Have you been terminated, granted a leave of absence, withdrawn or had to repeata yearina
postgraduate fraining program’?
6-B. Have you, for any reason, been placed on probation in any postgraduate fraining program?

7. Have you been denied the privilege of taking or finishing an examination or have you been accused
of cheating andfor improper conduct during an examination’?

Pagei of 4 Date: 2/22/2013 Time: 11:31 AWM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application

Physician Name: Ryan . Montoya, M.D. License No.: 248446

8. Have you, for any reason, been denied a medical license, whether full, limited or temporary or have
you withdrawn an app!rcation for medical licensure?

8. Have you voluntarily surrendered a license fo practice medicine or any healing arl?

10,  Are any formal disciplinary charges pending against you, or do you have knowledge of any pending
investigation into your professional competence or conduct by any governmental authority, health
care facility, group practice or professional medical society or association {international, national,
state or local)? (See definition).

11.  Has any disciplinary action been taken against you for violation of laws, rules, by-laws or standards of
practice by any governmenta! authority, health care facility, group practlce or professional medical
sociely or association (infernaticnal, national, state or local}? (see definition).

12.  Have you been denied medical staff membership, or advancement in medical staff status, or has
such denial been recommended by a standing medical staff commitiee or governing body’?

13.  Have you, for any reason, withdrawnran application for hospital privileges or appointment?

14.  Have you voluntarily relinquished medical staff membership? '

15.  Has your medical staff membership, medical privileges or medical staff status at any hospital been
limifed, suspended, revoked, not renewed or subject to probationary conditions or has processing
‘rowaéd any of those ends been rns’atuted of recommended by a medical staff commiitee or governing
board?

16. Have you been charged with any criminal offense, other than a minor traffic offense?

17.  Has your privilege to possess, dispense or prescribe controlled substances been suspendad,
revoked, denied, restricted or surrendered, or have you been called before or warned by any state or
other jurrsdrctaon inctuding a federal agency regarding such privileges?

18. Has any medical rmalpractice clazm been made against you, whether or not a lawsuit was filed in
refation to the claim or has such a suit been settled, adjudicated or otherwise resolved?

19.  Has any lawsuit, other than a medical malpractice suit, which is related to your competency to
practice medicine, of your professional conduct in the practrce of medicine, been filed against you or
has such a suit been settled, adjudicated or otherwise resolved?

20. Have you been diagnosed with or treated for a medicai condition which in any way currently limits or
impairs your ability to practice medicine or to funclion as a physician?

21. Do you currently have a medical condition which in any way limits or impairs your ability to practice’
medicine or to function as a physician?

- 22, Have you engaged in the use of chemical substances with the resuit that your ability {o practice
medicine is currently limited or impaired?

23. Have you refused to submit to a test to determine whether you had consumed and/or were under the
influence of chemical substances? :

24.  Areyou currently engaged in the illegal use of drugs or misuse of prescription drugs®?

Page 2 of 4‘ . Date: 2/22/2013 Time: $1:31 A



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application
Physician Name: Ryan J Montoya, M.D. ' » License No.: 248446

25, Have you voluntarily modified or otherwise limited your scope of practice of medicine for any reason .
other than a medical condition?

Page 3 of4 Date: 2/22/2013 Time: 11:31 AM



Compliance with Legal Responsibilities

1. [certify that | have complied with my obligations fo report abuse of disabled persons pursuantto G.L. ¢
19C, sec. 10, and | understand the punishment for failure to comply.

2. | certify that | have complied with my obligations to report abuse, neglect or financial exploitation of elderly
persons pursuant to G.t. ¢. 194, sec. 15, and [ understand the punishment for failure to comply.

3. |certify that { have complied with my obligations to report the treatment of wounds, burns and other injuries
pursuant to G.L. ¢. 112, sec. 12A, o |

4. | certify that | have complied with my obligations to report the treatment of victims of rape‘o} sexual assault
purstant fo G.L. ¢. 112, sec. 12A ¥, ,

5. 1certify that | have complied with my obligations fo report a physician to the Board of Medicing, pursuant to
G.L. c. 112, sec. 5F, when | have a reasonable basis to believe that person viclated any provisions of G.L. c.
112, sec. 5 or any Board regulation. ’

6. | certify that | have complied with my obligations to report abuse or neglect of children pursuant to G.L. ¢.
119, sec. 51A, and | understand the punishment for failure to comply.

7. | certify that | have compiied with my obligations refated to the withhoiding and remitting of child support
pursuant to G.L. c. 119A

8. | certify that | have complied with rhy obligations to file Massachusetts tax returns and fo pay Massachusetis
taxes, and | understand that, pursuant to G.L. c. 62C, sec. 49A, my license shall not be issued or renewed
unless | make these certifications under penalties of perjury.

g, | will read the Board's regulations, 243 CMR 1.00 through 3.00.
10.To the best of my knowledge, 1 meet the qualifications for limited licensure in Massachusetts.

11.Under the penalties of perjury, t declare that | have examined this imiled renewal application and all its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, the
information contained herein is true, correct and complete. As an applicant for renewal of a limited license to
practice medicine, | understand that a criminal record check may be conducted for conviction and pending
criminal case information from the Criminal History Systems Board only and that it will not necessarily
disqualify me from licensure.

X] | have reviewed the above statements and certify that | understand my requirement to comply with
the responsibilities and obligations of each and agree to do so. )

IX] Under penalties of perjury, | declare that { have examined this renewal applicatidn and all of its

accompanying instructions, forms and statements, and to the best of my knowledge and betlief, |
certify that the information contained herein is true, accurate, and complete.

Page4 of 4



Commonweaith of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: RyanJ Montoya, M.O. License No.: 266460

Current Status: Active License Expiration Date: 8/26/2016
1} Activity Status: Active

2) Address & Contact Information

Mailing Address:

Home Address:

Business Address:

3} Email Address:

4) Fax Number:

5} Specialties
Family Medicine

6) Current American Board of Medicat Specialties {ABMS} or American Osteopathic Association (ACA)

Information
ABMS/AOA  Board Name Certification Subspeciaity
None Reported
7) Prug License Numbers
Massachusetts Federal (DEA) Federal (DEA) X3

8) Other states where you are now licensed to practice
None Reporied

9) States where you were previously licensed
None Reporied

10} Work Sites
List of ali worl¢ sites in Nlassachuse’fts including heaith care facilities {(where you are credentlased) private
office, clinics, nursing homes, etc

WorkSite Location
MNone Reported

Page1 of5 Date: 6/22/2016 Tims: 3:22 AM



Commonwealth of Massachusetts

Board of Registration in Medicine

\ Physician Renewal Application

Physician Name: RyanJ Montoya, M.D. License No.: 266460

11) Care of patients in Massachusefts
Average weekly hours involved in:  a) inpatient care O hrs/wk
b} outpatient care 0 hrsivk

12) Medical Liability Insurance Information
1 am not required to have malpractice insurance.
Not involved with direct or indirect patient care in Massachusetfts.

13) Do you perform any surgery in your Massachusetts office? No

14) Claims Made ' o ) _
a) New: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or has

any medical malpractice claim been made against you during this time period?
b} Pending: Are there any unresolved malpractice claims against you foday, i.e., any ciaims that have not
been resolved, settled or adjudicated during this time period?

15} Claims Closed :
Has any medical malpractice claim against you (whether or not a lawsuit was filed on that claimj been

resolved, settled, or adjudicated during this time period?

16) Other Civil Lawsuits
Question 16 refers to claims or actions related to your competency 1o practice medicine or your
professional conduct in the practice of medicine.
a) New: Have there been any claims, other than medical malpractice claims, filed against you during this
time period?
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this peried?

17) Criminal Charges .
a) Have you been charged with any criminal offense during this period?
b) Have any criminal offenses/charges against you been resolved during this time period?
¢) Are there any criminal charges pending against you today?
d) Are any Application of Issuance of Process pending against you?

18) Other Issues

a) Have you withdrawn an application to any governmental authority, health care facility, group practice
employer or professional association?

b) Have you taken a leave of absence from any heaith care facility, group practice or employer for
reasons related to your competence fo practice medicine?

c) Have you been the subject of an investigation by any governmental authority, including the
Massachusetts Board of Registration in Medicine or any other state medical board, health care facitity,
group practice, employer or professional association?

d) Have you been the subject of a disciplinary action taken by any governmental authority, health care
facility, group practice, employer or professional association?

19) Have your privileges fo possess, dispense or prescribe controlled substances been suspended,
revoked, denied, restricted by or surrendered to any state or federal agency?

20) Have you withdrawn an application for a medical license, allowed a license application to
become obsolete or have you been denied a medical license for any reason?

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge
or co-payment, or placed any condition related to professional competency or conduct on your
coverage, or have you voluntarily restricted, limited or terminated your insurance coverage in
response fo an inquiry by a medical liability insurance carrier?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Ryan .t Montoya, M.D. License No.: 266460

22) Have you completed all of the CPD requirements for this renewal cycle? If you are renewing
your license for the first time or participating in postgraduate training, please answer Yes. Yes
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Ryén J Mantoya, M.D. ' License No.: 2664860

23) Do you have a medical condition that interferes in any way or limits your ability to practice
medicine? :

24) Have you used any chemical substance(s) which in any way interferes with your ability to
practice medicine?
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Cemmonwealth of Massachuselts
Board of Registration in Medicine
Physician.Renewal Application
Physician Name: Ryan J Montoya, M.D. License No.: 266460

Compliance with Legal Responsibilities

QOnline profile:
Xt have reviewed my Physician Profile and confirm that the information is accurate.

1) | understand and agree to comply with my obligations to report abuse or neglect of children pursuant to
M.G.L c. 119 sec. 51A and [ understand the punishment for failure to comply.

2) |understand and agree to comply with my cbligations to report abuse or neglect of disabled persons
pursuant to M.G.L. ¢. 19C sec. 10 and | understand the punishment for failure to comply.

3) 1understand and agree to comply with my obligations to report abuse, neglect or Financial exploitation of
elderly persons pursuant to M.G.L. ¢. 19A sec. 15 and | understand the punishment for failure fo comply.

4) ! understand and agree to comply with my obligations to report the treatment of wounds, burns and other
injuries pursuant to M.G.L. ¢. 112 sec. 12A and | understand the punishment for failure to comply.

5) |understand and agree to cofnp%y with my obligations to report the treatment of victims of rape or sexual
assault pursuant o M.G.L. c. 112 sec. 12A 1/2 and | understand the punishment for failure to comply.

8) i understand and agree ta comply with my obligations 1o report a physician to the Board of Medicine
purstant to M.G.L. ¢. 112 sec. 5F, when | have a reascnable basis {o believe that a person violated any
pravisions of M.G.L. ¢. 112 sec. 5 or any Board reguiation.

7) lunderstand and agree to comﬁiy with my obligations related to charging and collecting fees from Medicare
"~ beneficiaries in accordance with the Medicare fee schedule, pursuant fo MG.L. ¢ 112 sec. 2,

8) i understand and have complied with my obligations fo file Massachusetis tax returns and to pay
Massachusetts taxes and | understand that, pursuant fo M.G.L. c. 62C sec. 49A, my license shall not be
issued or renewed unless | make this cedification under penalties of perjury.

9) | understand and agree to comply with my obligations related fo the reporting of the wages of employees
and confractors pursuantto M.G.L. ¢. 62E Sec. 2.

10}! understand and agree to comply with my obligations related to the withholding and remitting of child
support payments pursuart to M.G.L ©. 118A

11)! understand and agree to comply with my cbligations to file an incident Report with the Board when certain
adverse events occur in my private office, pursuant fo M.G.L c. 112 sec. 5 and 243 CMR 3.00 et seq. and |
understand that the Patient Care Assessment (FCA) programs al the health care facilities where | practice
repert certain Major incidents to the Board.

12)| understand and agree to comply with my obligations fo disclose ownership interest in any partnership,
corporation, firm or other legal entity to which I'have referred a patient for physical therapy services,
pursuant to M.G.L c. 112 sec. 12AA.

13) am aware of my cbiligations and responsibilities under the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), nciuding the requirement that | obtain and provide to the Board a National Provider
identifier (NP1} nurnber.

14)! understand and am in compliance with HIPAA and ail other federal and state obligations placed upon me
" “as a physician,

18)! understand that as an applicant for a license renewal to practice medicine a criminal record check may be
conducted for conviction and pending criminal case information only from the Criminal History Systems
Board and that it will not necessarily disqualify me.

(X] | have reviewed the above statements and certify that | understand my requirement to comply with
the responsibilities and obligations of each and agree to do so.

[XI Under penalities of perjury, | declare that | have examined this renewal application and ail ofits
accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
cerfify that the information contained herein is true, accurate, and complete.
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90-Day Fomi

' Dear Doctor,

Renewal of your medical license will occur on your ficst birthday after your license is issued,
unless your birthday falls within ninety (90) days of your license issue date. If your first birthday .

is within the 90-day time period that your !icehsg is issued, you will not be required to renew
your license until your following birthday. Example: If your birthday falls on September 1, 2014,
and your license is issued on July 1, 2014, your renewal date will be Septembef 1, 2015. -
However, if your birthday falls on September 1, 2014, and your full license is issued on January
' 1, 2014, you will be required to renew your full license by your birthday on September 1, 2014.
Renewals thereafter will be on a two-year birthday cycle. Please select one of the choices
below and return this form with your Full License application. |

Thank you.

Piease select one of the boxes below:
@éj not held my Full License Application; send it to the Board as soon as it is completed.

[T} Hold my Full License Application until it is within the 90-day time period.”

My birthdate is

Month [725
Signature:s% /—————\T—\ Today's Date: MZ 16 (€

/
nth Day Year

Please return this form with your Full License Application. If you do not submit this form
with your Full License-Appligation, your completed Full License Application wili be
forwarded to the Board for approval at the next Board meeting. Thank you.

Full Lic App — Form 4 (90-Day Form), Page 1 of 1, Rev. 7/14
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Date Received: 3 / 7\ [[é .
: re!
Check #: '48’:'[

Check Amount: $__& 00. 0O

Initials: gff




Pre-medical School ' S From To

Name: JALVARP COLLEGE Degree: BackELot oF AeryYear: 200l Year; 2005
Street: 86 BRATILE STREES City: CAr18R106 & State: /MA
Name: : - Degree: Year: Year:

Street: : City: State:

Medical School

Name: LYn/vELSTY 0F pAMASIACHUSETTT MEDIchL SEHOOL Degree: ATED/cAL DocT0L
Street: IS LALE AVENUE MoBTH City: WoRCESTER State:_NMA
Name: : ' Degree:

Street;__ ' City: State::

Medical School Graduation Date: _ 06 211
Month  Year

Postgraduate Edueation:

List all postgraduate training in chronological order from medical school to the present. Include the name and
address of the facility, your position, e.g. PGY 1, 2, fellow, ete. You must account for all periods of training or
postgraduate work from the time you graduated from medical school. Enter month and vear only.

- ' From To
UAIVERSITY OF AASSACHUSETIS _

— : ~ (94 :

Facility: £F/7EH BULE FAMILY PEDICINE RESIDENCL oo 1,2, 3 OoF | 21 oF | 14
Specialty: FAntiLy AFEDICIME City: FrTeHBURE State:_/MA
Facility: | : PGY Year:__ / /
Specialty: : City: Siate:
Facility: PGY Year: / /
Specialty: City: State;
Facility: ' PGY Year: 4 /
Specialty: City: State:
Facility:_ ' PGY Year; / /
Specialty: City: State:

Full Lic App — Form 2 (Application), Page 2 of 4, Rev. 3/15



Examination Hisfory

Please contact the appropriate examination entity and have the examination scores sent to you in a sealed
envelope. 1f you are using FCVS, your examination scores will be sent o the Board with your credentials packet.

List each licensure examination, U.S. or international, you have taken (USMLE, NBME, NBOME, LMCC, FLEX,
COMVEX, COMLEX or a state examination. )

Examination . Number of attempts Passed {(P) or Failed {f) (
USMLE Step I z &e [F
'USMLE Step It 7z @ OF
' USMLE Step I 1 - =EF OrF
NBME Part { | e  [OIF
NBME Part 11 | e [JF
NBME Part 11} - Or [JF
FLEX Component OOr [OrF
. FLEX Component 2 e [JF
FLEX Pre-1985 - Odr [JrF
NBOME Part 1 _ Oe [drF
NBOME Part It i Oep [OJF
NBOME Part Iil ____Or Or
COMLEX Level 1 | : ‘ e Or
COMLEX Level 2 ' Or OF
COMLEX Levei 3 | Or 0OF
COMVEX ’ | Or [OF
LMCC - Single | e [F
LMCC—Pat] A Or [OF
LMCC ~Partll o Or [IF
“State Board Exam | Oer  [OJF

{State of examination and year)

Full Lic App — Form 2 (Application), Page 3 of 4, Rev. 3/15



Haospital Affiliations and Employment

List hospital appointments, in chronological order by month and year where you ever had medical staff privileges.
Include the name and address of the facility, your position anid dates of affiliation. Also include periods of
unemployment or employment outside of medicine. Attach a separate sheet of paper il necessary.

From To
LrnTASS AERTOLLA L
Facility:  AHEALTHALLIANCE fHoSPr7#L Position; A6Y L-3 OF | £1 oF | 1¥#
Street: L8O foSr/7AL Fosd City: LEDATINITEE. State: A7A
LN PCEBTITY OF AT ACHUSETIT :
Facility: A7EDIcAt. CENTER ' Position: 5 ¥ 1 -3 eF 4 11 OgF /14
Street: 35 LA48E AVENWE NOLTH City: WoLcETER. . State: MA
Facility: (/22450 mEMoﬂm LoTPr AL Position: A5 ¥Z -3 o7t 11 ESRS
Street;_30S” BELMoNT STEEET. City: _WWORLESTER. State:_MA
N /A
1. List other states (abbreviations) where you are currently or have ever had a full license:
2. a) Are you certified by the American Board of Medical Specialties? [ Yes Dﬂ/No
b) Are you certified by the American Board of Osteopathic Medicine? C1ves [HFNo

3. List Board Certification(s): /V//’r

4. List your practice specialt{ies): /ALY A4 EDISINE @EK!DE’N&V TEAINED) ,
5. Have you completed the Opioid and Pain Management training? (See Instructions) w es [_]No
6. Have you completed training {o recognize and report suspected child abuse or neglect? A ¥es [INo
{Your license will not be processed vmil you complete the required training - see instructions.)
7. Reason for requesting a Massachusetts medical license: PLAN T8 _PEACTICE N AATSACHUSETT]
IV THE NEXT YEM., LOOKING Fof2 _FOSITTONS. '
8. Name of Facility:_ As/A4
Address: : _ City:
9. Anticipated starting date in Massachusetts: _ 29/ 0L | zolé

10. Curriculum vitae (CV) listing activities by month and year must be enclosed with your application. &~

Under the penalties of perjury, I declare that | have examined this full application and all its accompanying
instructions, forms and statements, and to the best of my knowledge and belief, the information contained herein is
true, correct and complete. ‘ '

/k:_: Z | ZE | 70/6

Signature of Applicant’ 7 " Momh  Day Year

Full Lic App~Form 2 (Application), Page 4 of 4, Rev. 3/15



COMMONWEALTH OF MASSACHUSETTS—-BOARD OF REGISTRATION IN MEDICINE
200 Harvard Mill Square, Suite 330, Wakefield, MA 01880
www.mass.gov/massmedboard

AUTHORIZATION FOR RELEASE OF INFORMATION, DOCUMENTS AND RECORDS

1, AYAN JOSEPH MONTD YA
{type/print your complete name)

request and authorize every person, institution, professional licensing board of any state in which [ bald or may
have held a license to practice my profession, hospital, clinic, government agency (Jocal, state, federal or foreign),
law enforcement agency, or other third parties and organizations and their representatives to release information,
records, transcripts and other documents concerning my professional qualifications and competency, ethics,
character and other information pertaining to me to the Massachusetts Board of Registration in Medicine.

I further request and authorize that the requested information, documents, and records be sent directly to:
Board of Registration in Medicine
200 Harvard Mill Square, Suite 330
Wakefield, MA 01880

Attention: Licensing

Immunity and Release

I hereby extend absolute immunity 1o and release, discharge, and hold harmless from any and ail liability; 1) the
Board of Registration in Medicine, its agents, representatives, directors and officers; 2) other agencies,
institutions, hospitals and clinics providing information, their representatives, directors and officers; and 3) any
third parties and organizations for any acts, communications, reports, records, transcripts, statements, documents,
recommendations or disclosures involving me, made in good faith and without malice, requested or received by
the Board of Reg;stratmn in Medicine.

By my signature below, | acknowledge that information, documents and records required to be fumzshed by
another organization, educational institution, hospital, individual or any person or groups of persons has been sent
to me directly from the primary source in a sealed envelope and that none of the seals have been broken. | '
understand that the Board of Regtstratlon in Medicine will not accept any such information, records or documents
forwarded by me unless they are in sealed envelopes.

A photocopy or facsimile of this anthorization shall be as valid as the original and shall be valid up to one year
from the date signed.

i Al ST 2/f2c /0%
Applicant’s Signa{up? A Date of Signature

ATONTOY,  RYAN T |
Applicant’s Printed Last Name, First Name, Middte Initial, Suffix (e.g., Ir)

Applicant’s Date of Birth (month/day/year)

Full Lic App — Form 6 (Aﬁthdrization for Release), ?age 1 of 1, Rev: 7/14



ELECTRONIC HEALTH RECORDS (EHR) PROFICIENCY FORM

Pursuant to M.G.L. ¢. 112, § 2, an applicant for licensure must demonstrate proficiency in the
use of electronic health records (EHR). This is a one-time requirement.

Complete-Section 1 (Demonsirating Proficiency) OR Section 2 (Clainting an Exemption)
and Sign in Section 3.

SECTION |. DEMONSTRATING PROFICIENCY
1. Thave demonstmted proficiency in the use of EHR in one of the foliowing wWays:

l/ Participation in a Meaningful Use program as an eligible professaonai

Employment with, credentialed to provide patient care at, or in a coniractual agreemcm
with an eligible hospital or critical access hospital with a CMS Meamngful Use program;

____Panticipation as either a Participant or an Authorized User in the Massachusetts Heaith
Information Highway.

____Completion of 3 hours of a Category | EHR-related CPD course that discusses, at a
minimum, the core and ‘menu objectives and the Clinical Quality Measures ("CQMs”) for
Meaningful Use. .

SECTION 2. CLAIMING AN EXEMPTION (Exemptions must be claimed each licensing
cycle, if applicable. 1f you are exempted from the EHR proficiency requirement, please select
the appropriate exemption.) A/

2. 1am exempt from the EHR Proficiency requirement because | am an applicant

who will not be engaged in the practice of medicine as defined in 243 CMR 2.01(4);

for an Administrative License; '

for a Volunteer License;

on.active duty as a member of the National Guard or of a uniformed service called into
service during a national emergency or crisis; or

____ foran Emergency Restricted License.

SECTION 3. SIGNATURE

I, the undersigned applicant, hereby certify that all information included in this EHR Proficiency
Form constitutes a true statement made under penalties of perjury.

NAME: \—%ﬁ X . DATE: 2/26/z0/¢
b ~ S .

Full Lic App — Form 3A (EHR Proficiency Form), Page | of 1, Rev. 3/15




RYAN JOSFPH MANTAVA

EDUCATION:

EXPERIENCE!

SKILLS:

PUBLICATIONS!

University of Massachusetts Fitchburg Family Medicine, Fitchburg and Leominster MA, July 2011 — July 2014
Family Medicine Residency Program
University of Massachusetts Medical School, Worcester MA, August 2005 — June 2011
Medical Doctor Degree
Harvard College, Cambridge MA, August 2001 — June 2005
Bachelor of Arfs Degree, Biology With Honors Distinclion
Boston Latin School, Boston MA, Seplember 1995 — June 2001
High School Degree, With Honors

Medical School Application Liaison to U.S, State Department, Bosna i Hercegovina, August 2014 — Present
Advised, coordinaled, and lectured across BiH about the application process and financial opportunilies
_ available fo sludents living abroad, lo altend U.S. medical schools and residency training programs.

General Lecturer, Family Medicine in the U.S., Bosna i Hercegovina, August 2014 - January 2016
Lectured about the staie of the Amencan Heaithcare System lo Family MedJcme physicians living and
practicing in Bit{ at multiple large speaking venues.

RING 2015 Researchers’ Night, Banja Luka, Bosna i Hercegovina, August 2014 — September 2015
-Europe-wide event initiated by the European Commission as pari of the FP7 program {o provide promole
student scientific research in typically underserved areas. Worked as special coondinator and organizer,
Judge of young researcher projecls, science debate moderator, and keynote speaker with a focus on HIV
pathogenesis and emerging antirelroviraf pharmacology.

RMA Group, Inc., Boston MA, Seplember 1996 — Present
Group Fund Manager, Hedge Fund Manager, Research Analyst and Trading Advisor with over 15 years
experience in providing task orienting market analyses to hedge fund investors. Act as biotechnology and
phammaceutical research analyst, providing detailed real-time markel! trend analysis lo company traders.

Forsyth institute DentaliCraniofacial Research, Boston MA, July 1998 -~ June 2005; August 2008 - June 2009
Researcher and Qulreach Program Peer Leader in the Dr. Mark F. J. Maidan, Ph.D, Lab, Molecular
Genetics Division/ Microbiology. Examined the malecutar mechanisms of periodonlal disease
pathogenaesis, developed novel approaches for maling systems, shuttle vectors, transposon multagenesis
methods, and the first successiul transfer of plasmid and transposon veciors into B. forsythus. Extensive
sludy of the molecular epiderniology of antibiotic resistance in B.forsythus through PCR and sequencing
of human periodontal isolales camrying the 1etQ gene for lstracycline resistance.

Medicine
Term Prenatal and Perinatal Care !ncfudfng Deliveries; Minor Ourpat:ent Surgical Procedures First Assist
C-Section Deliveries, Cholecystectomies, Appendectomies; Proficiency in Piasti-Bell Circumcisions;
Critical Care Procedures Including Ceniral Yenous Catheters, Thoracenlesis, and Paracentesis; Join!
injections, Ultrasound-Guided Fluid Drainage; Trained in Suboxone Induction and Mainlenance
Laboratory
Southemn, Westemn, and Northern Blol Analysis; TA Clomng, Enzyme Digests, Veclor Transformafmn
DNA Cycle Sequencing, Immunoblot DNA Detection, MiditMaxi Prep Plasmid Purificafion Profocol; Fuli
Plasmid Mapping; PCR Primer Design, Florescent In Situ Hybridization and Chromosome Painting;
Microarray Gens Expression Analysis, immunohistochemical Analysis, Magnelic Cell Sorting; Calcium
Phosphate Transfection, Electroporation; Thin Layer and F!ash Chromatography, 82 Acelfylation, and
Fischer Eslenfication
Languages
English, Latin, Filipino, Knowledge of Bosnian-Serbo-Croatian
Business
Bank Sialemeni Reconciliation, Business Plan Evaluation, Financiai Fundamentals Analysis

Montoya, Ryan. "Comics and the Medical Encounter,” January 2016. Somatosphere. Accessed 22 Jan. 2016,
<htip:f/somatosphere.net/2(016/01/comics-and-the-medical-encounter.himf> Published essay descnbmg my
process in making a comic book story about practicing medicine

Montoya, Ryan. “Sign Out,” October 2015. (Ann [hfern Med. 2015;163(7):W141-W1435, doi:10.7326/G15-0003)
<hltp:#fannais.org/ariicle. aspx ?articleid=2450707> Published comic book skort story, Annals of Inlemal Medicine
Joumai



HONORS!

FMEC Philadelphia Poster Presentation, and STFM San Antonio Poster Presentation, Novernber 2013 and
WMay 2014. Primary Presenter, “Oplimizing Influenza Immunization in Diabetics in a Federally Qualified Health
Cenler”

AAFP Kansas City Family Medicine Conference, August 2012. Keynofe Speaker, “Evolving Modei of Fee For
Service in Light of Quality Care Measuras”

Graphic Medicine Website Founding Contributor, December 2013 — Present. Comic book reviewer and
essayist for online humanities in medicine website

Journal of Dentfal Research: IADR Abstracts, September 2000. (JDR Abstracts. issué) Published as second
author for continuing gene fransfar and sequence analysis studies of the lelQ tetmcyc!me rasistance gene found
in B. forsythus

Journal of Dental Research: IADR Abstracts, June 1853. {Volume 73, Issue 5) Published as a second author
for gene transfer studies among B. forsythus and related pericdontal isclates

American Medical Association Family Medicine Delegate, Healthcare Reform, April 2013 — Chosen as sole
physician representative to advocate for Tille Vi and Title VIll funding for primary care and farily medicine
residencies

Worcester District Medical Soc:ety Scholarship Recipient, 2006, 2008, 2010 ~ Awarded o medical students
for academic standing, leadership qualities, and commilment to medicine in the fulure

Genzyme Biotechnology Scholarship Recipient, 2001, 2002, 2003, 2004 — Four time recipient of the Genzyme
Scholarship awarded o students of excellent academic record who have shown commitment lowards a career in
the lif¢ sciences

Harvard Coliege Scholarship, 2001, 2002 - Two time recipient of award for broad academic excellence in
undergradyaie studies



PRINT NAME: RYAN 7 Adonva vA DATE: 2 | Z& ] /£

FULL LICENSE APPLICATION SUPPLEMENT

IMPORTANT NOTE: If you answer “yes” to any of these questibns, you must provide the additional

infermation on pages 5-11.

QUESTIONS ES NO

i.

2-B.

While enrolied in college, medical school, graduate school or postgraduate training
were you ever the subject of any disciplinary action? (This includes action that was
formal or informal, oral or written, voluntary or involuntary. A confidentiality
agreement does not absolve you of your requirement to answer this question.)

Have you ever been terminated or granted a leave of absence by a medical school or
any posigraduate training program or have you ever withdrawn from a medical
school or any postgraduate training program or had to repeat a year of postgraduate
training? '

Have you ever been placed on probation or remediation by a medical school,
graduate school or any postgraduate training program?

If you are a US or Canadian graduate, did you take more than four (4} years to
complete medical school; or if you are an international medical graduate, did you
take more than six (6) years to complete medical school? -

Since your enrollment in college, have you been denied the privilege of taking or
finishing an examination or been accused of or found te have cheated or engaged in
improper conduet during an examination?

Have you ever been denied a medical license, whether full, limited, temporary, or
have you withdrawn an application for medical licensure?

Have you ever surrendered a license to practice medicine or any professional license
or has your license or certificate ever been revoked? (You do not need to report a
lapsed license.)

Have you been denied American Board of Medical Specialties or American Board of
Osteopathic Medicine certification or has your certification ever been suspended or
revoked? .

Are you aware of any pending investigation or inquiry into your professional
conduct by any entity or are any disciplinary charges pending against you?

Since your coimpletion of postgraduate training, has any disciplinary action ever been
taken against you? {A confidentiality agreement does not absolve you of your -
requirement to answer this guestion.)

Full Lic App — Form 8 (Application Supplement), Page 1 of 11, Rev. 1/16




PRINTNAME: ARyAnN J. MsNTovAh ' DATE: 2 | 2£ 1 /6

9-A.

9-C.

H.

14-A.,

14-B,

.y
=
7]

|

Have you ever retinquished any medical staff membership or association with a health
care facility?

Has your medical staff membership, medical privileges, medical staff status or
association with a health care facility ever been limited, suspended, revoked, not
renewed or subject {0 probationary conditions or has processing toward any of those
ends been instituted or recommended by a medical staff comminee, administration or
governing board? :

Have you ever withdrawn an application for hospital privileges or appointinent, or
have you ever been denied medical staff membership, advancement in medical staff
status or association with a health cave facility, or has such deniaj been recommended
by a medical staff committee, administration or governing body?

Have you ever been charged with any criminal offense? (You must report being.
arresied, arraigned, indicted or convicied, even if the charges against you were

“dropped, filed, dismissed, expunged or otherwise discharged. A charge of operating

under the influence or its equivalent is reportable. A medical malpractice claim isa
civil, not a criminal, matter and need not be reported for purposes of this question.)

Has your privilege to manufacture, distribute, administer, possess, dispense or
prescribe controlled substances ever been suspended, revoked,-denied, restricted or
surrendered, or have you ever been called before or warned by any stale or other
jurisdiction including a federal agency regarding such privileges?

Has any professional lability insurance provider ever restricted, limited, terminated,
imposed a surcharge or co-payment, or placed any condition on your coverage or have
you ever voluntarily restricied, limited or terminated your insurance coverage in
response {0 any inquiry by a professional liability insurance provider?

Have you ever had an application for membership as a participating provider denied
by any third-party payor, Medicare or Medicaid (any state) or have you ever been the
subject of any termination, suspension or probation proceedings instituted by any
third-party payor, Medicare or Medicaid (any state) or have you ever been restricted
from receiving payments from any third-party payor, Medicare, Medicaid (any state)?

Has any medical malpractice claim ever been made against you, whether or not a
Tawsuit was filed in relation to the claim or has such a suit been settled, adjudicated or
otherwise resolved?

Has any lawsuit, other than a medical malpractice suit, ever been filed against you
which is retated to your practice of medicine or has such a suit been settled,
adjudicated or otherwise resobved?

Full Lic App — Form 8 (Application Supplement), Page 2 of 11, Rev. 1/16
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PRINT NAME: _ RYAN J. MloNTOYA DATE: _2 [ 2¢€ | /6

CONFIDENTIAL INFORMATION

If answering “yes” to any of the questions, provide details on the supplemental pages for questions 15 - 17. For
purposes of the following questions, “currently” does not mean on the day of, or even the weeks or months
preceding the completion of this application; it means recently enough to impact one’s functioning as 4 physician.

YES NO

i5. Do you have a medical or physical condition that currentiy itnpairs your ability to
practice medicine? :

16. Have you engaged in the use of any substance(s) with the result that your ability to
practice medicine is currently impaired?

iy Have you ever refused to submit to a test to determine whether you had consumed
and/or were under the influence of chemical substances?

- Ifyou have a substance use disorder or mental or physical health diagnosis that impacis your ability to
practice medicine, the Board encourages you to seek assistance voluniarily and to abide by any
recommendations of your health care provider.

When the Board receives notice of a substance use disorder, its primary mission is to protect the public;
however, the Board also secks 1o ensure successful rehabilitation through the physician's participation
in approved treatment programs and supervised siructured afiercare. Similarly, when the Board

_receives notice of a mental health or physical health diagnosis that impacts a physician's ability to
practice, the Board needs to ensure that the physician can practice medicine safely.

In regard to issues of physician impairment, whether the impairment is caused by a substance use
disorder, or a mental or physical health diagnosis, the Board works cooperatively with the
Massachusetts Medical Society’s Physician Health Services (PHS) and encourages physicians to
contact PHS to determine what services may be available to them in order to ensure their safe practice
of medicine. Please call PHS at (781) 434-7404.

If your responses to Quesllons 1-17 change while your application is pending, you must immediately
notify the Board of the new information.

Full Lic App — Form 8 (Application Supplement), Page 3 of 11, Rev. /16



PRINTNAME: K YAN J. AMoNTOYA DATE: 2 J 2 | /&

CERTIFICATIONS

s Pursuant to M.G.L. c. 112, § 2 and 243 CMR 2.07(i5), 1 certify that 1 will not charge to or collect
from a Medicare beneficiary more than the Medicare “reasonable charge” for services, in
compliance with Chapter 475 of the Acts of 1985, (Note: Signing this centification does not imply
that you will participate in the Medicare program).

« Pursuant to M.G.L. ¢. 62C, § 49A, I certify under the penaities of perjury that, to the best of my
knowledge and belief, I have filed any Massachusetts state tax returns and paid any Massachusetts
state taxes that are required under law. (Vofe: This applies even if you reside out of the state or out

- of the country.) '

» Pursuant to G.L.c. 62C, § 49A, to the best of my knowledge and belief, | am in compliance with
G.L.c. 119A relating to withholding and remitting child support. '

. o Pursuant to M.G.L. c. 119, § 51A, | centify under the penalties of perjury that I will fulfill my
obligation 1o report abuse or neglect of children.

e 1 will read the Board’s.regulations, 243 CMR 1.00 through 3.00.

I certify under the penaltics of perjury that all information on this form, and all attached pages, is
true, to the best of my knowledge.

Applicant’s Signature: L///LCA Date: 2 | 261 /€

Full Lic App - Form 8 {Application Supplement), Page 4 of 11, Rev. 1/16



. - Commonwealth of Massachusetts
" Board of Registration in Medicine
~200 Harvard Mill Square, Suite 330 - Wakefield, MA {)1830
Te[ephone. (73]) 876*8218 Far (781) 876-8333 ) co

CERT?FICATE OF MDRAL AND PROFESSIONAL CHARACTER

INSTRUGTIONS TO THE APPUCANT This fcrm must be s;gned bya physscsan iegally
authorized to practice medicine in the United States. Someone who has known you for
at least one year and is.not a relative should execule this statement. The Board of -~ °
Registration in Medicine prefers statemehts from physicians licensed fo practice in

| Massachusetts The form must be nctanzed by al, S Notary Public.
'CERTiHCA?n,ON OF MORAL AND_

o PRDFESS!ONAL;CHARACTER
A L Thls certsf‘ ies that | have. been personaﬂy acquamted
1p - S wnth the phystclan named below: - : _
. : ) }/ J ;"“{.‘1\1{-\ A‘& gx’\i
’ Y P . f{'na-ne::‘apphcan) 1 o
e e -
1 © for___ 2. years. | believe thatthe above
named physician is of good moral character and -

worthy of confidence and recammend himfhier to
the Massachusetts Board of. Reglstrat;on in
s : :

M,,/M,,, L Medicne.
i_....w'*'/’ ,4/ »——}(«"W .

Srgnature of Camfymg Phys:c;an

Slgnature of apphcant
: l certlfy that tha photograph . - AR T3] ' N ,
| above is a genuine fikeness of the Llcense Number .o State
maker of the s:gnature above . : e, L i o
. _.j FREETy ji Lo g?gﬁz,r.};;%s;wj’lﬁ' Cpewy

. Type or print name clearly

| it “\Q i ffﬂé’ o Address: u R
' Sigﬁaﬁl_re_ afNotary e e &, Vet

s
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iéi'ui- '

ginia

Jun 3p,
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Stéfe u Zip:_ &2
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My commlss;on expxres o P
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: fnstructtons fo the cerﬂfqu pigfs:cran Please answer every quesﬁon, date thzs
form, and return lt to the apphcant ina: sealed envefope w;th  your srqnarure o

across the seai
“Full Lic Ai::p Furm 5 (Ca‘rt-iﬁca?ze of Moral and Professiﬁ_ﬁal_ Character), Page 1 of 1, Rev. 7/14




Board of Registration in Medicine, 200 Harvard Mill Square, Suite 33'0, Wakefieid, MA 01880
Telephone: (781) 876-8210  Fax: (781) 876-8383 www.mass.govimassmedboard

MEDICAL EDUCATION VERIFICATION

APPLICANT INSTRLICTIONS: Please complete the waiver for release of information and forward this form to your university/medical schoal(s) ¢r university
of graduation for verification. Please note: Fourth year medical students must include the letter to the medical school registrar and Form B.

Waiver for Release of Information
| authorize the medical schoolfuniversity listed below to provide any @nd all information pertaining to my medical education at your institution.

7 Date of Birth:
/‘ T )

Print or Type Name: _ //4NV7aYA A YAv 7 U.8. Social Security No:
{25t Namme) : (First Name} (Middie inibal)

- Other Name(s): /V//?
(Piease type or prin.)

Applicant's Signature:

Name of Medica(VSchoo}; AV A ELSITY o~ Mﬁffﬁfﬁ”fgi 73 A EDI AL SJcHool

Address: 55 LALE AVENULE NogTw City: _WoORLESTE/Z State or Province; /Y74

INSTRUCTiONS TO THE DEAN OR DESIGNATED OFFICIAL OF MEDICAL SCHOCL

Please complate Form A and complete Form B if the above-named applicant has not been awarded a degree, Please include a copy of the official
transcript {which indicates courses taken, dates and hours of attendance, scores, grades, or evaluations) and return to the applicant in a sealed
. envelope. Please sian or stamp across the seal on the envelope.

APPLICANT'S EDUCATIONAL HISTORY

1f nare of institution was different from the above-named institution when applicant attended, please enter name below:

Premedical Education: Does your school have a premedical school education requirement?  fJYes [ No
If yes, indicatd where the applicant completed premedical schaoal.

Applicant’s Undergraduate School: ___Harvard College

Undergraduate School Address: __Gambridge, MA 02138

Full Lic App— Form 9 (Medical Education Verification), Page [ of 2, Rev..3/15




Enrollment and Participation: Our records indicate that Montoya ‘ Kyan J
{print the applicant's name): (Lasl Name) ' {First Name) (Mlddle Initial)

-attended our medicat school on the following dates (indicate the month, day and year separately for each academic year in the section below):

ATTENDANCE DATES: FROM . 1O FROM 10
08/ 11/ 05 06 /09 (08 08 /07 /08 05 /22 99
D810/ 06 L06/01 107 07706 /09 06 /25710
08/ Q9 /07 0S5 416 108 Q7. 406 /10 06 /035 111
Graduation Date (month/year}: 06 /2011
The applicant attended __162 _total weeks or tatal months {must be included) of not less than 32 weeks in each

academic year of continuing en-campus education.

Unusual Circumstances: The following guestions apply to unusua! circumstances that occurred during any part of the applicant's medical education. All
questions must be answered. |f you answer “YES” 19 any of the questions below, please enclose an explanation,

YES NO

Was the medical school training more than four (4) years for U.S. graduates or six () years for internaticnal medical graduates?
Did the applicant take any leaves of absence (i.s., for research, public service, participation in an M.D./Ph.D. program, or for any
“‘personal reasons™)?

Was the applicant ever placed on probation?
. Was the applicant ever disciplined or under investigation?
Were any negative reporis ever filed by instructors regarding the applicant?’

oo ."-"."‘

Piease provide a detailed expianation if you answered "YES" to any of the above questions,

AFFIX INSTITUTIONAL SEAL HERE Signature: (/W

{If the Institution does not have‘a seal, this form must be notarized.)

INTERNATIONAL MEDICAL SCHOOLS MUST ATTACH A COPY OF THE
MEDICAL SCHOOL DIPLOMA AND A TRANSCRIPT OR PROVIDE AN
EXPLANATION. s

o \ Date: 02/ 17 / 2016 Telephone: (308 )856-2267

Prmtl Name: Michael F. Baker, M.A.

Tie:  Registrar’

E-mazil address: RegigtrarBumassmed, adil

This form must be stamped with the institutional seal or notarized. Please return to the applicant with the medical school transcripts in a sealed
envelope with the signature of the Dean or the seal of the medical schoo! affixed on the back of the envelope. Thank yggaf Verified

Full Lic App —Form 9 (Medical Education Verification), Page 2 of 2, Rev. 3/15 DATE: YA WATS
| | INITIALS: e L5




Board of Registration in Medicine
200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880
Telephone: (781) 876-8210 Fax: (781) 876-8383

POSTGRADUATE TRAINING VER{FICATION

APPLICANT'S AUTHORIZATION: | authorize the release of information from ry pestgraduale training program listed below, as requested by the
Massa etis Board of Registration in Medlcme

Applicant's Signams’e: 5 //M . Date:  Z/72 /76
Print or Type Name, __ RYA N T Adorn'70yA
Name of Institution: oA/ vERL1TY OF SMAASTACHUSETIT FrreHBelsd fArILY [ AEDICINE BESIPENCY

INSTRUCTIONS TQ THE PROGRAM DIRECTOR

Please complete this form and forward it to the applicant in a sealed envelope, signed across the seal. If the department was a “rotating” or "transmonal“
program, please subn%tt documentation of tha rotations, dates and hours of training,

Name of Institution: _ /7058 % S ehbis g Faanily (Vi e pe /4&'&/5/&4465{
If name of Institution was different when appiicant attended, please enter name;

Enrollment and Participation: Our records indicate that Kuan T ﬁ?or‘ﬁ?ﬂzd ' ‘ participated in the following program:
' {PAnt applicant's name) ‘

(List each year separately with from and to dates)

Program Type PGY Department or Dates Attended Completed Accredited By
{internship, residency, (1,2,3,4 type of specialty {(MONTHIDAYIYEAR) (YEgINO) {ACGME, RSC, ACA
felowship) 2,3.4) training FROM TO : or not accredited
ﬁE-.sfd&"NC%,’ / Eqm.';’% /j.;z/a‘cm patill & ~30- Vc:g RegmE
ﬁb’i&f'f/ﬁ"ﬂcy o /"ﬁm«':’;&,’ Meelicind 7113 Z-30-13  Veg Acgrmés
L fc/&;'nc;/ 2 Bamily Medlviad 7113 | & 30-1Y Yooy Regrme

{Continued on page 2)
Full Lic App — Form 10 (Postgraduate Training Verification), Page 1 of 2, Rev. 7/14



¥

APPLICANT'S NAME: F,&//an T Moo 7‘&/[? - POSTGRADUATE VERIFICATION FORM PAGE - 2

Unusual Circumstances: The following questions apply to unusual circumstances that occurred during any par of the applicant’s medical education.
Please circle the appropriate response. If you answer yes to any of these questions, please enclose an explfanation.

QUESTIONS ' YES °  NO

1. Did the applicant take any leaves of absence or braaks from his/her post-
graduate training? —

2. Was the applicant ever placed on probation? B Seal Veriﬁgd _
pATE:__5/%5/16

3. Was the applicant ever disciplined or under investigation?

INTTIALS: .S

4. Were any negalive reports ever filed by Instructors regarding the applicant?

5. Were any limitations or special requirements impesed en the applicant
because of questions of academic incompetence or disciplinary problems?

€. During the applicant’s participation, our postgraduate medical training' ﬁ was accredited by: @ ACGME [Cother:

COMMENTS: /{,‘{r‘-&ﬂ/m/g&e ~ ;@FW&Q . us{_r[A L% Rocen o dal.

Certification: | hereby certify thal the abo%n asco%fé the best of my knowledge.
i i

AFFIX INSTITUTIONAL SEAL HERE  Frogram Director's Signature:

(If the Institution does not have a seal, this f ust  PrintName: J‘W’\“‘5 J, L@A.,_u s J c WD
be notarized by e 1OLA
By ENJ‘:',‘) fu'm? OLAY Academic Title: Qaa\«:«k’wﬁ ‘DI ia‘e:(-a(

&
COMMONNE 5111 05 MASSACHUSETTS § (
w My Commission Expires Telephone: (ﬂ?gj 543 -4 ‘;2,7g Today's Date: 03/ A3 J 20/4

January 13, 2023

———————

E-mail address: |} fseds /ulw' LB 035 1Lt O ) J 0reg
bptin &7 //4@/4 ,:zﬁf/;afé 7 /

PLEASE RETURN THIS COMPLETED FORM TO THE APPLICANT IN A SEALED ENVELOPED WITH YOUR SIGNATURE
ACRQOSS THE SEAL OF THE ENVELOPE.

Full Lic App — Form 10 (Postgraduate Training Verification), Page 2 of 2, Rev. 7/14



Board of Registration in Medicine
200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880
Telephone; {781} 876-8210 Fax: (781) 876-8383
www.mass.gov/imassmedboard

EVALUATION FORM

1 hereby authorize the representatives or staff of the facility listed below to provide the Board of Registration in Medicine
with any and all information requested in this evaluation form, whether such information is favorable or unfavorable, and |
hereby release from any and all liability the named facility and/or any person for any and all acts perfarmed in fulfiling this
request, provided that such acts are performed in good faith and without malice.

Signature of applicant: % ’2 i_\c:—— : Date;. 2 f 721 /6

Please PRINT your name: RYArn T Ador 7oy A
: LINIECT 7Y OF AdASEACHUSETTT
Name of facility: f/7E#EtRE FAMIILY AMEDICINE LESIDENC Y State:_ /WA

INSTRUCTIONS TO THE CHIEF OF SERVICE, PROGRAM DIRECTOR OR SUPERVISOR, WHO MUST BE

A PHYSICIAN: Please complete items #1-7 below and return to the applicant with your name affixed
across the envelope seal.

1. How long have you worked with the applicant? From:. &7 J o1 [20! To: 06 [ %2 ;‘f)vaf‘f

A. Inwhat capacity? [ supervisory [ other:

8. Date(s) of applicant's affiliation at facility: From: €7 /of [2on  To: &b [ 29 | Zaiy

C. Applicant's Status; [_] Intern @ Resident [JFellow [ Staff Member []Other

2. Has the applicant's privileges to admit or treat patients ever been modified, suspended, reduced or .
revoked? & No [ Yes (if "yes" please explain below)

3. Please rate the following (if "BELOW AVERAGE or "POOR", explain in detail on the back of this
evaluation and/or attach a separate shest).

Superior Af:.\rg?;ge Average A%:lrgge' Poor
Clinical knowledge . X
Clinical competency ¥
Professionat judgment . X
Character and ethics X
Technical skills b
Relationships with staff X
Relationship with patients X
Cooperativeness/ability to work with others X

_ (Cont'mﬁed on page 2)
Full Lic App —Form 11 (Evaluation Form), Page 1 of 2, Rev. 4/15.



4. Has this applicant ever been the subject of disciplinary action or had staff
privileges, employment or appoiniment at this hospital or facility voluntarily
or involuntarily denied, suspended, revoked or has (s)he resigned from the :
medical staff in lieu of disciplinary action? If "yes" please explain below. [E’NO [yes

5. PLEASE COMMENT ON THE PHYSICIAN'S STRENGTHS OR WEAKNESSES AND/OR ANY OTHER
INFORMATION THAT YOU MAY HAVE TO ASSIST IN THIS EVALUATION.

6“-0-//-&«;{' mﬁﬂr‘wrﬁmd L f/_s a»—-af ﬂff’ §§lcrwoapc-,&\w¢c c;ﬁér
(x"()&e@g_‘j" ,{AJWM@/M‘,/jfmgg Jf@/jm%& ﬁa,f“:/v/t‘?'mi

6. The above commentis are based on the following:
(X Ctose personal observation
{1 General impression
IE A composite of previous evaluations by other physicians

7] other

7. RECOMMENDATIONS:

ﬁ Recommend for licensure in Massachusetts.

{71 Recommend for ficensure in Massachusetts, with the following reservations:

[1 Do not recommend for the foliéwing reason(s):

Signature; /Z @ (check one) {;ﬁ'M.D. or (On.o.

Print Your Name; Jowwes ). Lo&o‘{LJr W D __Date: Oty x™f 2o/,

Academic titie or positian: Rosidency Difeckald Phone number:_9 7§ - 3¥> 5270

Specialty/Service o Department: e (q MCE{,C ot A

_ T
~ E-mail address; J}wa. Aoéwré{g Y ess ifrémoh‘i—‘p . 2 :5'

PLEASE RETURN THE COMPLETED EVALUATION TO THE APPLICANT IN A SEALED ENVELOPE WITH
YOUR SIGNATURE AFFIXED ACROSS THE ENVELOPE SEAL.

Full Lic App — Form 11 (Evajuation Form), Page 2 of 2, Rev. 4/15



Commonwealth of Massachusetts
Board of Regisfration in Medicine
Physician Renewal Application
Physician Name: Ryan J Montoya, M.D. License No.: 266460

Current Status: Active License Expiration Date; 8/26/2018
1) Activity Status: Active
2) Address & Contact information

Mailing Address: S

Home Address:

Business Address:

3) Email Address:
4) Fax Number:

5) Speciaities
Family Medicine

6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA)
Information .

ABMS/IACA  Board Name Certification Subspecialty
None Reported

7} Drug License Numbers
Massachusetts Federal (DEA) Federal (DEA) X5

8) Other states where you are now licensed to practice
None Reported

9) States where you were previously licensed
None Reported

10) Work Sites
List of alt work sites in Massachusetts, including health care facilities (where you are credentialed), private
office, clinics, nursing homes, efc

WorkSite L ocation
: None Reported

Pageq of 7 Date: 6/29/2018 . Time: 7:27 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Ryan J Montoya, M.D. License No.: 2664560

11} Care of patients in Massachusefts
Average weekly hours involved in:  a) inpatient care 0 hrsiwk
b) outpatient care 0 hrsiwk

12) Medical Liability insurance Information
1 am not required to have malpractice insurance.
Not involved with direct or indirect patient care in Massachusetts.

13) Do you perform any surgery in your Massachusetts office? No

14) Claims Made ) o . . .
a) New: Have you received notification of a claim, whether or not a [awsuit was filed on that clairn, or has

any medical malpractice claim been made against you during this time period?
b) Pending: Are there any unresolved malpractice claims against you today, i.e., any claims that have not
been resolved, settled or adjudicated during this time period?

15) Claims Closed .
Has any medical malpractice claim against you (whether or not a lawsuit was filed on that ciaim) been
resolved, settied, or adjudicated during this titne period?

186) Other Civil Lawsuits . .
Question 16 refers fo claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.
a) New: Have there been any claims, other than medical malpractice claims, filed against you during this
fime period?
b) Resolved: Have you resolved, seftled or adjudicated any lawsuits, other than medical malpractice
claims, during this period?

17) Criminal Charges
a) Have you been charged with any criminal offense during this period?
b) Have any criminal offenses/charges against you been resolved during this time period?
¢} Are there any criminal charges pending against you ioday?
d} Are any Application of issuance of Process pending against you?

18} Other Issues

a) Have you withdrawn an application fo any governmental authority, heaith care facility, group practice
employer or professional association?

b) Have you taken a leave of absence from any health care facility, group practice or employer for
reasons related fo your competence fo practice medicine?

c) Have you been the subject of an investigation by any governmental althority, inciuding the
Massachusetts Board of Registration in Medicine or any other state medical board, health care facility,
group practice, employer or professional association™? :

d) Have you been the subject of a disciplinary action taken by any governmental authority, heaith care
facility, group practice, employer or professional association?

19) Have your priviteges to possess, dispense or prescribe controlled substances been suspended,
revoked, denied, restricted by or surrendered to any state or federal agency?

20) Have you withdrawn an application for a medical license, allowed a license application to
become cbsolete or have you been denied a medical license for any reason?

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge
or co-payment, or placed any condition related to professional competency or conduct on your
coverage, or have you voluntarily restricted, limited or terminated your insurance coverage in
response to an inquiry by a medical liability insurance carrier?

Page20f7 Date: 6/29/2018 Time: 7:27 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Ryan J Montoya, M.D. License No.: 266460

22} Have you completed all of the CPD requirements for this renewal cycie? If you are renewing
your license for the first time or participating in postgraduate training, please answer Yes. Yes

Page 3 of 7 Dafe: 62972018 Time: 7:27 PW



Commonwealth of Massachusetts
Board of Registration in Medicine
_ Physician Renewal Application
Physician Name: Ryan J Montoya, M.D. License No.: 266460

23) Do you have a medical condition that interferes in any way or limits your ability to practice
medicine?

24) Have you used any chemical substance(s) which in any way interferes with your ability to
practice medicine? )

Paged of 7 Date: 6/25/2018 Time: 7:27 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Ryan J Montoya, M.D. License No.: 266460

25) MassHealth Enroliment Status
| have submitted a completed application: to MassHealth to be either a fully participating provider or a
nonbiiling provider.

Page 5of 7 Date: 6/28/2018 Time: 7:27 PM



Commonwealith of Massachusetis
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Ryan J Montoya, M.D. License No.: 266460

Compliance with Legal Responsibilities

Online profile:
X! have reviewed my Physician Profile and confirm that the information is accurate.

1) | understand and agree to comply with my obligations to report abuse or neglect of children pursuant to
M.G.L. c. 119 sec. 51A and | understand the punishment for failure to comply.

2) 1understand and agree to comply with my obligations to report abuse or neglect of disabled persons
pursuant to M.G.L. . 18C sec. 10 and | understand the punishment for failure to comply.

3) lunderstand and agree to comply with my obligations to report abuse, neglect or Financial exploitation of
elderly persons pursuant to M.G.1. ¢. 19A sec. 15 and | understand the punishment for failure to comply.

4) 1understand and agree to comply with my obligations to report the treatment of wounds, burns and other
injuries pursuant to M.G.L. ¢. 112 sec. 12A and | understand the punishment for faiture to comply.

5) | understand and agree to comply with my obligations to report the treatment of victims of rape or sexual
assault pursuant to M.G.L. ¢. 112 sec. 17A 1/2 and | understand the punishment for failure to comply.

6)  understand and agree to comply with my obligations to report a physician to the Board of Medicine
pursuant to M.G.L. ¢. 112 sec. 5F, when | have a reasonable basis to believe that a person violated any
provisions of M.G.L. ¢, 112 sec. & or any Board regulation.

7) lunderstand and agree to comﬁly with my obligations related to charging and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuant to M.G.L. c. 112 sec. 2.

8) | understand and have complied with my obligations to file Massachusetts tax returns and to pay
Massachusetts taxes and | understand that, pursuant fo M.G.L. c. 62C sec. 49A, my license shall not be
issued or renewed untess | make this certification under penalties of perjury.

8) |understand and agree to comply with my obligations related to the reposting of the wages of employees
and contracters pursuant to M.G.L. ¢ 62E Sec. 2.

10)| understand and agree to comply with my obligations related to the withholding and remitting of child
suppert payments pursuant to M.G.L. ¢ 119A,

11)! urderstand and agree to comply with my obligations to fite an Incident Report with the Board when certain
adverse events. occur in my private office, pursuant fo M.G.L ¢. 112 sec. 5 and 243 CMR 3.C0 et seq. and 1
understand that the Patient Care Assessment {PCA} programs at the health care facilities where 1 practice
report certain Major ncidents to the Board.

12)! understand and agree to comply with my obligations to disclose ownership interest in any partnership,
corporation, firm or other legal entity to which: | have referred a patient for physical therapy services,
pursuant to M.G.L. . 112 sec. 12AA,

13} am aware of my obligations and responsibilities under the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), including the requirement that | ebtain and provide to the Board a National Provider
identifier (NPI) number.

14}| understand and am in compliance with HIPAA and all other federal and state obligations placed upon me
as a physician.

15)! understand that as an applicant for a license renewal to practice medicine a criminal record check may be
conducted for conviction and pending criminal case information only from the Criminal History Systems
Roard and that it will not necessarily disqualify me..

16)By signing this form, | am providing my consent for the Massachusetts Board of Registration in Medicine
and, where relevant, their supervising state agencies and the Massachuseits Executive Office of Health ard
Hurman Services, and where relevant, its provider enrollment vendor, to obtain, read, copy, and share with
?ach othergntfo rmation regarding my MassHealth application and enraliment status and Massachusetts
icensure status.
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Ryan J Montoya, M.D. License No.: 266480

X |have reviewed the above statements and certify that | understand my requirement to comply with
the responsibilities and obligations of each and agree to do so.

[X] Under penaities of perjury, | declare that | have examined this renewal application and ali of its
accompanying instructions, forms and statements, and fo the best of my knowledde and belief, |
certify that the information contained herein is true, accurate, and complete.
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DOCUMENTS RECEIVED FROM DESIGNATED OFFICIAL

This isto canﬁrm that

| Physician's Name: /FR\ ar . @Qfg&‘{“d%&

FirstName f Midele Trdaal

is applying for a limited license in Massachusetis. 1 received and opened the documerits
listed below that were sent to mée by the physician in sealed envelopes or directly from the
primary source:’

Wfﬂedical schoal verification form ' |} Medical schoal transeripts

{1 Letterfrom program director [] Evaluations [ ] Leave of absence

[l Otherdocuments (describe):

1 hereby cerfify under the penalfies of perjury that | have not altered the attached
documents and they are forwarded to the Board of Registration in Medicine, with the
original envelopes attached as received by me. .

Designated Official_Y) (Kiam _. )}’\Q_ Mﬂ - Date: .
Titte: &v&m‘m; Starre Goad Mok €V _ .

Name of Institution: 1 ) V1 ASS Wedata)  sclaa

NQTE: Malpractice complaints, dismissals and ofher legal documents must be sent
directly to the Board of Regisfration In Medicine from the primary source.

Affix insfutional seal or if the insfitution does not have a seal, this form must be notarized.

-Zip{l_Jmitedre!essefz



